
Name: ................................................................................................................          Birth Date: ...........................................................................

Physician: .........................................................................................  Phone Number: ....................................................... Last Visit: ...............................
 
Are you taking any medications? .........................................................................................................................................................................................
 
...............................................................................................................................................................................................................................................
 
Do you have any allergies? ..................................................................................................................................................................................................
 
 
 

Do you have, or have you had any illness not mentioned above? ......................................................................................................................................

MEDICAL HISTORY

Please describe any upcoming operations, recent injuries or other information the dentist should be aware of:

 
What is the reason for todays visit? ........................................................................................................................................................................
 
When did you last visit a dentist?  ......................................................       Have past experiences been satisfactory?  ................................................
 
Are you happy with the appearance of your teeth? ...................................................................................................................................................
 
Do you have any of the following? (Please circle any that apply to you)
 
Bleeding Gums     Grinding, clenching, jaw pain     Sensitivity     Bad breath     Food catches between teeth     Loose teeth     Sores, swellings in mouth  
 
Have you had orthodontic treatment in the past?  Yes       No      
 
Do you use tobacco? Yes / No                         


